Abstract Lipomas of the parapharyngeal space (PPS) are extremely rare. CT scan and MRI are indispensable tools to investigate these hard to access tumors. PPS lipomas are confined to either the prestyloid or post styloid compartments. We report an unusual parapharyngeal lipoma involving both the compartments of the PPS.
Introduction
Parapharyngeal space (PPS) tumors account for less than 1 % of all head and neck tumors, salivary gland tumors forming the majority, followed by tumors of neurogenic origin [1] .
Although lipomas are the commonest benign mesenchymal tumors of the head and neck, they are rarely encountered in the PPS [2] .
Most lesions of the PPS are approached transcervically, while larger lesions are accessed via a combined transcervical-transmandibular or infratemporal fossa approach. Lipomas of the PPS reported in literature are described as confined to either the prestyloid or poststyloid compartments. We describe an unusual lipoma involving both the compartments of the PPS.
Case Report
A 40 year-old female presented in our OPD with complaints of foreign body sensation in the right side of throat since 4 months, change in voice since one month and difficulty in swallowing solids since 1 week.
On intra-oral evaluation, a 7 9 5 cm smooth, soft, spherical bulge was noted over the right lateral wall of the oropharynx, displacing the tonsil medially and reaching the nasopharynx superiorly (Fig. 1) . Indirect laryngoscopy showed the lesion reaching up to vallecula.
The CT scan revealed a well-defined homogenous mass with low fat attenuation density and few thin septae within the lesion. The mass involved the entire PPS, superiorly from the base skull to the tip of epiglottis inferiorly, extending into the carotid space laterally (Fig. 2) . A provisional diagnosis of lipoma was made, differentiating it from a liposarcoma based on well-maintained planes with adjacent structures.
The patient underwent excision of the lesion by a transcervical approach under general anesthesia. A horizontal incision was made in the neck crease 2 fingerbreadth below the mandible. A level II dissection was done to expose the carotid sheath contents and delineate the hypoglossal nerve (Fig. 3) . The facial vessels were ligated and submandibular gland mobilized anteriorly. The stylohyoid muscle and posterior belly of the diagastric were divided to facilitate exposure superiorly till the skull base. The lesion was dissected from adjacent tissues by a combination of blunt and sharp dissection, retracting the carotid vessels anterolaterally and hypoglossal nerve superiorly. Histopathological evaluation showed mature adipocytes interspersed with fibrous tissue, confirming the diagnosis of Lipoma (Fig. 4) .
Post-operatively, the patient exhibited slight deviation of the angle of the mouth to the opposite side and tongue to the same side, presumably due to traction applied on the marginal mandibular and hypoglossal nerves during dissection. This however improved over time, and 9 months postoperatively the patient remains symptom-free with complete recovery of neuromuscular function.
Discussion
PPS tumors account for 0.5-0.8 % of head and neck tumors. The PPS is anatomically like an inverted pyramid with the skull base as base and apex at greater cornu of hyoid [3] . The styloid process divides it into an anterior prestyloid compartment and posterior poststyloid compartment. The prestyloid compartment is a potential space, which may contain salivary tissue from either the deep lobe of parotid or accessory salivary tissue, and lymph nodes [4] . The poststyloid or neurovascular compartment contains the internal carotid artery, internal jugular vein, IX, X and XI cranial nerves, and cervical sympathetic chain.
Nearly 13 % of lipomatous tumors occur in the head and neck making them the most common benign mesenchymal tumors [5] . In the PPS, however, they account for just 1-2 %, and are usually restricted to either the prestyloid or poststyloid compartment [2] .
Initially asymptomatic, PPS lipomas produce a bulge in the lateral oropharyngeal wall resulting in medial prolapse of the ipsilateral tonsil once they reach a size of 3.0 cm, since the PPS is limited by unyielding bony structures, while tumors are free to expand medially [5] . Other features include swelling below the angle of the mandible, Fig. 1 Showing right parapharyngeal space lesion producing a smooth bulge in the lateral wall of oropharynx dysphagia due to mass effect, respiratory distress and obstructive sleep apnea [2] . Eustachian tube obstruction may result in serous otitis media and conductive hearing loss. Compression of lower cranial nerves resulting in hoarseness, tongue deviation, and Horner's syndrome, and trismus due to infiltration of medial pterygoid are features of malignant disease.
The evaluation of these tumors poses a significant challenge. Fine needle aspiration cytology (FNAC) of these deep seated difficult to assess lesions is tough and often inconclusive [2] . However, imaging modalities such as CT and MRI are often diagnostic.
Lipomas appear as typically homogenous, non-enhancing low-density areas on CT scan. MRI scan with gadolinium injection is the imaging of choice due to its multiplanar capability and superior soft tissue delineation. Lipomas exhibit high signal intensity on T1 weighted sequences and T2 weighted fast spin echo sequences with internal septations and sharp margins [2] . In addition, fat suppression T1 weighted sequences obtained provides better contrast with the surrounding soft tissue.
The surgical approach depends on size, vascularity, and the compartment of the PPS involved. The transcervical approach, with retraction or removal of the submandibular gland, is the most popular approach to the PPS suitable for tumors as large as 8 cm [3] . Larger lesions are generally approached via a combined transcervical-transmandibular approach for exposure of skull base and lower cranial nerves, or an infratemporal fossa approach to access the lateral skull base. However, as can be seen in the present case, the transcervical approach permits excellent exposure of the PPS up to the skull base, and any morbidity experienced is usually temporary. A summary of various approaches is given in Table 1 .
Conclusion
Parapharyngeal space lipomas are very rare lesions often missed in early stages due to lack of specific symptoms. CT scan and MRI forms the mainstay of diagnosis and evaluation for further surgical treatment. The present case, to our knowledge, is the only report available in literature describing a lipoma involving both the prestyloid and poststyloid compartments of the PPS. The transcervical approach is a valuable approach to these tumors providing excellent exposure of the neurovascular structures up to the skull base. Conductive hearing loss Jugular foramen lesions S160 Indian J Otolaryngol Head Neck Surg (Jan-Mar 2015) 67(Suppl 1):S158-S160
